Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: MIVA ARCH CHAPTER 100.1

Address;

Inspection Date: February 20, 2020 Annual
87-158 Kaukamana Street, Waianae, Hawaii 96792

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
DX | §11-100.1-9 Personnel, staffing and family requirements. PART 1
{b)
All individuals who either reside or provide care or services RRE ICIENCY? f &! . 3 / 9/ v ()
to residents in the Type | ARCH shal] have documented DID YOU CO CT THE DEF

evidence of an initial and annual tuberculosis clearance,

USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY

Resident #1- No decumented evidence of initial

tberculosis clearance. Rn - SCE&  Lomsfolny (Darselon
sttt YAy pALNO T
elearomet O Kosmoki/a
T8 lea JR . e odor ankd
At elimnmras

79 KA Aeadolumd

08/16/16, Rev 09/09/16, 04/16/18




evidence of an initial and annual tuberculosis clearance.

FINDINGS

Resident #1- No documented evidence of initial tuberculosis
clearance.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(b) ) g ] & / C,\ /:24
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
K] §11-100.1-9 Personnel, staffing and family requirements, PART 1
(b)
All individuals who either reside or provide care or services RRE o %LQ 3/ / ) )
to residents in the Type 1 ARCH shall have documented DID YOU CO CT THE DEFICIENCY? CP/

evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY

Resident #2- No documented evidence of initial and annual
N - SCE _[valote, (Darssoia

tuberculosis clearance.
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RULES (CRITERIA)

Completion

to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Resident #2- No documented evidence of initial and annual
tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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PLAN OF CORRECTION
Date
@ §11-100.1-9 Personnel, staffing and family requirements. PART 2
®) 3/ ‘?@
All individuals who either reside or provide care or services FUTURE PLAN

N
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

& §11-100.1-9 Personnel, staffing and family requirements.
(eX4)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action,

FINDINGS

Substitute Care Giver #1- No evidence of training from
Primary Care Giver to make prescribed medications
available to residents and properly record such action.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS

Substitute Care Giver #1- No evidence of training from
Primary Care Giver to make prescribed medications
available to residents and properly record such action.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(eX(4)
The substitute care giver who provides coverage for a period FUTURE PLAN 3 / o A()

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: . Omﬂ—b%) W) ,@
Print Name; ,_AO‘Y\@/C‘/ o Arv @/Q/ﬂ /gf\_
Date: 3 - //"’ 025&0
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